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THE NEW PATIENT: 


fitting him 
into your practice 


A, eastern dentist was not underplaying his professional capa- 
bilities when he said to the middle-aged woman in his chair, “I am 
not a miracle worker, but with the two of us cooperating we should 
have your dental health improved in a reasonable time.” 

The woman was a new patient who had been sent in by a neigh- 
bor the dentist had been treating for years but whom he feared 
might have been overly enthusiastic in her recommendations. The 
dentist was also aware that some new patients—especially among 
those requiring extensive mouth rehabilitation—may be searching 
for impractical quick corrections of their dental faults. This 
woman appeared to be such a patient. 

“The initial visit of a patient pays dividends when used to es- 
tablish good dentist-patient relations,” the dentist insists. “In my 
‘conditioning’ of the new patient I purposely avoid creating an 
image of myself during the get-acquainted conversations, but 
work to have the patient sell himself through the quality and 
thoroughness of my operations.” This, in his opinion, is sound 
psychology that results in lasting practice benefits. 

The “molding” process as applied by one veteran dentist places 
emphasis on promptness because, as this man observes, “A dental 
practice is what the dentist makes it.” During the minute or two 
he devotes to the subject of arriving on time he may explain to 
the first-time patient, ““When you reach the office on schedule you 
receive full appointment time and other patients are not kept 
waiting.” The new patient is also made conscious of the fact that 
the dentist will insist on promptness for his own personal and pro- 
fessional reasons. 

By making certain that each new patient recognizes a two o'clock 
appointment as meaning just that, this dentist avoids costly gaps 
of unproductiveness in his workday. “To practice on any other 
basis,” he explains, “would result in a shrinkage of my dollar in- 
come and cause a time-conscious practitioner like myself to tense 
up while waiting and become tired more quickly.” 

A young dentist with a growing practice in a middle-class sub- 
urban area views the new patient in still another light. He sees 
the first-time visit as a made-to-order opportunity to acquaint the 
patient with the approximate level of his fees. He accomplishes 
this by stating before each operation the cost of the work involved. 


‘ 


This technic is based on a sound understanding 
of human nature. When an established patient 
speaks of “my dentist” to a friend who may later call 
for an appointment, he naturally bases his state- 
ments on his own experiences. If his dental needs 
have been mild and infrequent, his fees will not pro- 
vide an accurate gauge of the fees his friend may 
have to meet if he requires more frequent and more 
extensive dental attention. 

“I do not continue fee discussions once a man or 
a woman becomes a regular patient,” the young 
practitioner points out, “but I do think this policy 
is desirable during the first few visits of a new pa- 
tient.” As he sees it, this introduction to his fees 
provides occasions when the patient may ask ques- 
tions about fees. “By bringing the subject out into 
the open right from the start of our relations I feel 
I help prevent the development of an unfavorable 
reaction later when I bill for my services,” the den- 
tist points out. 

Even though some experts on collections insist 
that practicing on a cash basis is the surest way ol 
minimizing dollar losses, a dentist in a city protes- 
sional building says he prefers to mail charges for 
his services on the first and the 15th of each month. 
“Payments of my charges are made with profitable 
promptness because I have educated my patients in 
this practice,” he says. 

His “education” starts with the initial visit of a 
new patient to whom he explains, “You will be 
billed on the first (or 15th) of the month and I ex- 
pect payment by the 15th (or first) , just as you ex- 
pect your employer to pay for your services on a 
specified date.” Since many of his patients work in 
surrounding offices and retail establishments, the 
dentist is convinced this technic is effective because 
it is readily understood. His collection experience 
has proved his reasoning sound. 

When a dentist with an established practice in a 


purely residential section of a metropolitan area 
was asked about his approach to a new patient he 
admitted, “I go all out.” He elaborated on this 
statement by explaining, ““A new patient usually has 
family connections, business or social associations 
who may be influenced by the new patient's report 
on his initial appointment.” Although he has not 
kept accurate records, he recalled case after case 
where a new patient was followed in a very short 
time by one or more additional patients recom. 
mended by the first one. 

By going “‘all out” the practitioner meant talking 
with the new patient to establish friendly, relaxed 
relations, asking about the individual’s physical con. 
dition and possible current health problems, and 
following up with a thorough dental examination, 
All references to the dentist or dentists who gave 
earlier dental care are carefully avoided—except in 
very special cases. 

“T am enthusiastic about each new patient,” the 
dentist says, “but I am also careful not to be taken 
in by drifters.” He avoids such possible financial 
loss by limiting the extent of initial corrections and, 
on completing the work, by suggesting to the new 
patient: “You may pay my office assistant.” The re- 
sponse of the new patient to this recommendation 
equips the dentist with information he applies later 
if there are follow-up appointments. 

“Fitting the new patient into your practice is not 
a purely selfish act,” one thoughtful, 40-year-old 
practitioner points out. “The new patient in most 
instances is also interested in adjusting himself to 
the dentist’s methods.” The result, this man insists, 
is a smoother operating practice, more satisfying and 
beneficial to all concerned. 

And, as still another dentist states, the new patient 
is likely to be more flexible and much more recep- 
tive to your “molding” during his initial visits. 


“WELL, THAT'S A GOOD BEGINNING." 
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WHAT MAKES 


A dentist raises some questions about 
his financial standing in the profession 


as told to M. TRAVIS 


3 I an exception among dental practitioners? 
Are there some things I have done wrong money- 
wise? If such errors do exist, what steps should I 
take to correct the mistakes that apparently have 
become firmly established in my 24-year-old prac- 
tice? 

These are serious questions, and I’d welcome com- 
petent answers. Then, perhaps, I could identify my- 
self with the dentists I read about in the professional 
publications and hear discussed at society meetings. 

For instance, within a period of 10 days recently 
I had four callers at my home and office offering as- 
sistance in putting my “spare cash” to work for me. 
I'll admit these invitations gave my ego a boost. 
Apparently each of these individuals estimated that 
the number of loose dollars I have around had 
reached a total that called for professional financial 
attention. The men who approached me were in- 
vestment house representatives, a realtor, and a gen- 
tleman who urged me to get in on a new amusement 
center he was promoting. 

It is a fact that I do have some cash in the bank and 
in equally liquid forms, but I do not classify it as 
“spare.” I know exactly where this money is going 
in the not-too-distant future. You see, I have four 
children, two boys and two girls. The youngest will 
enter junior high next year and the oldest is now a 
high-school senior. Much of the money I have put 
aside for these youngsters, and the spending will not 
be years from now but tomorrow, next month, and 
next year. In other words they are operating dollars 
to take care of relatively current needs. 

Now I don’t want to picture myself as the char- 
acter called on by a charity worker canvassing her 
neighborhood during a clothing collection drive. 
She asked one man who came to his door, “What do 
you do with your old clothes?” Quickly he snapped 
back, “I wear ‘em.” I’m not in that position nor is 
anyone in my family, but neither am I having diffi- 
culty with money accumulating at a problem pace. 

This apparently marks me as different, because 
most everything I read or hear about my fellow prac- 
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titioners is heavy with information and tips on in- 
vestments, insurance, real estate holdings, mutual 
fund participation, silent business ownership. I am 
generously insured, the real estate represented by 
my combination home-office will be clear in a few 
years, my operating equipment is paid for, and I 
own a few, very few, blue-chip stocks. But that’s it, 
except for my bank accounts and the policies I carry 
on my wife and children. These cover hospitaliza- 
tion, surgery, accident, and life insurance. When I 
mentioned these financial facts to one of the “ad- 
visers”’ who visited my office, he shook his head. He 
had in mind bigger things, growth plans that would 
put a yacht in the lagoon back of my retirement 
home, mink on my wife, and a Cadillac for each of 
us when we reach the Social Security age. I’m certain 
he thought I was holding out on him because he in- 
sisted that others in my profession are among his 
best prospects. 

To get factual about dollar income, I have talked 
with dentist friends as to the “right” total that fees 
should add up to on an hourly basis. The estimates 
ran from a low of $10 to a high of $28. Since I am 
available for appointments about 45 hours a week, 
48 weeks a year, these figures add up interestingly, 
if I could bring in such sums during each of the 45 
hours—which I can’t—and my patients would con- 
tinue recalling for appointments—which I doubt. 

Maybe all this calls for a bit of explaining. Among 
my patients there is not a single millionaire. In fact 
the top income may be around fifteen thousand. 
However, the average runs considerably lower than 
that. Looking over the names of patients due to 
visit my office today, I would say that the men earn 
from $85 to $125 a week. One single girl, who is a 
biology major working for a master’s degree in her 
spare time, is employed at a pharmaceutical house 
and probably earns $100 a week. Two other young 
girls with appointments are stenographers or secre- 
taries, and I estimate they gross around $70 a week. 
A housewife who will be my next patient earns 
nothing that I know of, and a retired gentleman who 
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will come in this afternoon has a small pension, So- 
cial Security, and probably has a few stocks that pay 
him dividends. These are all BT figures, before 
taxes. 

If I were to try to net $14 from each of these pa- 
tients—I usually work on the basis of a half hour ap- 
pointment—there would be strong resistance. And 
for understandable financial reasons. 

So, my fees are based on ability to pay. And this 
is what puzzles me so much. According to the sur- 
veys I have studied, the income level of the patients 
I serve is about average for the country if you skim 
off the extremely high incomes of the top money- 
makers and drop that segment of the population 
recognized as having a substandard income. “Low 
middle class” is a term sometimes applied to my type 
of patients. All this being so, I return to my original 
query: Why is my annual professional income ap- 
parently less than the many dentists I read about and 
hear of who apparently have so much of the “spare 
cash” the investment experts mention to me when 
they refer to their other dentist prospects? I'd like 
to have the answer. 

In developing my practice I have worked on the 
theory that I have two obligations. One, of course, 
is to earn enough to enable me and my family to live 
comfortably. The other concerns my patients. It 
has been my major aim to educate these men, wo- 
men, and children on the value of regular dental 
care plus the acceptance of the dental corrections I 
suggest for their individual conditions. On this I 
feel I have done a job. Approximately 40 percent 
of my patients return to my office every six to eight 
months. Fully 85 percent of the others call for new 
appointments within 18 months. Only a very few 
are what I call “pain patients,” that is, those who are 
driven to my chair by unbearable dental discomfort. 

Also, a gratifyingly high percentage of my patients 
may be honestly classified as regular patients. With- 
in the past five years I can recall only two or three 
cases where displeasure of one sort or another 
prompted a patient to stop calling me in favor of 
another practitioner. Yes, I’ve lost patients through 
death, moving, or choice of a dentist who was a rela- 
tive and had just opened an office. A few older pa- 
tients have also elected to patronize a dental office 
that was more convenient to their homes and thus 
less of a physical strain when keeping appointments. 
But percentage-wise, these one-time patients add up 
to an unimpressive total. 

Well then, you ask, where has the money gone? 
That’s what I'd like to have answered. It has not 
gone for liquor, night-clubbing, or round-the-world 
cruises. But I have carried the cost of two adults 
and four minors during most of my years of practice. 

This brings up an inevitable comment when some- 
one suggests a “sound financial plan.” Without say- 
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ing so, these advisers intimate that while the children 
are in grade and high school extra dollars can be 
stashed away. This would indicate that since the 
youngsters are attending tuition-free public schools 
their expenses are trifling. That just isn’t so. There 
is food, clothing, furnishings for their rooms, and 
at-home recreation facilities that encourage them to 
have friends in frequently. In school, expenses also 
take a generous bite—special books, lab fees, music 
instructions for one of the boys, one-time dresses for 
the older girl’s choral appearances. These are in 
addition to the cost of memberships in students’ 
groups, which I encourage and a second car which 
only in theory belongs to me. 

I realize there is just one of two answers. Either I 
have set my fee level too low or I have permitted my 
family expenses to climb too high. But adjustment 
of the former is likely to shrink the total of my ap- 
pointments. To make a cut in the latter would mean 
a reduction in our living scale. Neither prospect ap- 
pears inviting nor does it seem to offer a quick and 
positive solution. 

Before leaving this subject it should be pointed 
out that these disclosures do not indicate displeasure 
with my calling. I think I’m a pretty happy guy and 
very fortunate in many ways. But when I read and 
hear the guidance being offered for the financial 
betterment of my fellow practitioners, the tips just 
do not seem to apply to me. Why? 


934 North 63rd Street 
Philadelphia 31, Pa. 


“TOOTHACHE OR TOBACCO?" 
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DISORDERS OF THE 
TEMPOROMANDIBULAR 
JOINT 


L. the previous installment, we learned from Dr. 
Laszlo Schwartz that the concept and methods of 
treatment of temporomandibular joint disturbances 
have changed, that no longer are the “closed bite” 
and faulty occlusion considered the initiators of the 
pain-dysfunction syndrome. 

We were informed by Dr. Janet Travell that spasm 
of the muscles of mastication was notorious for re- 
fering pain to that joint and that the projected or 
referred pain depended on a small zone of hyper- 
sensitivity, known as a trigger area, located within 
the muscle in spasm or in fascia. 

And, from Dr. Arthur Freese, we gathered that 
joint pains could be classified as local pain resulting 
from a pathologic state of the joint, referred pain 
from pathologic or pathophysiologic processes else- 
where, pain referred from the temporomandibular 
joint to other parts, and psychogenic and neurogenic 
pain of the mandibular joint itself. 

How do other well-known clinicians feel about 
this enigmatic disorder? According to Dr. Nathan 
A. Shore, dysfunction of the temporomandibular 
joint is currently receiving more attention than ever 
before. 

It is his opinion that the interrelationships of the 
masticatory system are so mutually dependent that 
the malposition of one tooth can cause malfunction 
of both joints; and, in 90 percent of the cases, patho- 
logic occlusion is the cause. 

Because of this mutual interdependence of the 
component parts of the masticatory organ, it is pos- 
sible to control the entire system by exerting con- 
trol over one of its parts. “Specifically, by maintain- 
ing control over the teeth (correcting the occlusion) , 
control can be exerted and maintained over the per- 
iodontium, the alveolar bone, the neuromuscular 
system and the temporomandibular joints.” 

Dr. Shore states that classification and diagnosis 
of pathologic occlusion is the first step. It must pre- 
cede therapy. 

Ata recent meeting of the Philadelphia County 
Dental Society, this eminent clinician said that in 
the past 11 years, 700 patients have been treated suc- 
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FINAL INSTALLMENT OF A TWO-PART SERIES 


by JOSEPH MURRAY, D.D.S. 


cessfully for pathologic occlusion and temporoman- 
dibular joint dysfunction by eliminating the basic 
cause—occlusal disharmony. 

It is his unequivocal opinion that treatment of 
this syndrome demands concomitant therapy of the 
joint, the musculature, and the teeth. 

He advocates direct drug therapy of the joint in 
the presence of trismus, limitation of mandibular 
movement, or subluxation. He says that the two 
most effective agents for intra-articular injections 
are hyaluronidase and hydrocortisone acetate. Also, 
of great value are direct injection of procaine hydro- 
chloride into the spastic muscles and the use of mus- 
cle relaxants such as meprobamate and ethyl chlor- 
ide spray. 

Dr. Shore states that all restorative procedures 
should follow a three-fold plan of action. He de- 
scribes this as “equilibration of the existing occlusion 
in centric relation and in all the ranges of articula- 
tion, restoration of the teeth, and, once again, equili- 
bration of the occlusion.” 

His view is that equilibration is indispensable after 
completion of the restorative procedures to assure 
that no restoration has become a new interfering con- 
tact. 

According to Dr. Shore, although the range of 
symptoms is extensive and varies with each patient, 
the most frequently encountered neuromuscular 
symptoms are: 

1. Temporomandibular joint clicking accompanied 

by crepitation 

. Irregular opening and closing of the mandible 

. Limited or excessive mandibular movement 

. Mandibular subluxation 

. Condylar hypermobility 

6. The painful cycle of muscle spasm-referred pain- 
spasm that is often the precipitating factor in the 
patient’s desire to see his dentist 

In a personal telephone interview with Dr. Wil- 
liam Rakower of Drs. Seldin, Seldin and Rakower, 
here is what this top oral surgeon had to say: “In our 
office, dislocations are rare. Most patients with tem- 
poromandibular joint disorders present themselves 
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with trismus or muscle spasm. Usually, we spray the 
muscle with ethyl chloride and, if ineffective, use a 
dilute solution of procaine (one-quarter of 1 per- 
cent) injected directly into the ‘trigger’ area.” 

At the New York Eye and Ear Infirmary, Drs. Har- 
old Gelb and Godfrey E. Arnold studied 100 patients 
with otolaryngologic disorders of dental origin, the 
ratio of women to men being 3.5 to 1. 

Most of the patients complained of pain in the 
head and neck region. About 25 percent suffered 
from ear noises, such as tinnitus (ringing) , and crepi- 
tus (crackling) in the region of the mandibular 
joint. All were carefully examined to rule out pos- 
sible ear, nose or throat disease of local or systemic 
origin. 

They found the most common sites for pain to be 
the temporomandibular joints and the internal 
pterygoid muscles. The pain could usually be traced 
to certain “trigger areas” in the muscles of mastica- 
tion. 

Treatment was focused on physiologic prosthetic 
management of maxillomandibular dysfunction. 
Most patients presented cases with malocclusion. 
Premature contacts or other traumaogenic factors 
were relieved. Definite trigger areas for muscle 


spasms could usually be palpated. These were 
sprayed with ethyl chloride or injected with a local 
anesthetic or normal saline. 

‘Temporary mandibular occlusal splints were often 
used in conjunction with myofunctional therapy, 

Drs. Gelb and Arnold claimed that favorable re. 
sults were obtained in some patients by simply cor. 
recting the occlusion with the use of splints or by 
equilibration in conjunction with myofunctional 
therapy. Others required a combination of ethyl 
chloride spray or muscle injection plus splinting and 
myotunctional therapy. 

In those patients who complained of ear noises, 
jaw relationships were corrected by temporary acry- 
lic splints. About half of these noted subjective im- 
provements or became symptom-free. 

If the patients remained symptom-free for several 
months, they were referred to their dentists for per- 
manent restorations. 

Drs. Gelb and Arnold observed that although only 
seven cases of bruxism were reported, many of these 
patients clenched, ground or gnashed their teeth and 
that most in this series were unduly nervous or tense. 

In treating 100 patients, aged 12-75, Dr. Hamish 

(Continued on Page 11) 


At reunion of the class of 1911 of the Northwestern University Dental School graduates from 
Australia and Hawaii meet again in Chicago after 50 years. 

With Dr. George W. Teuscher, center, dean of the school, are Dr. George L. Beatty, left, of Sidney 
and Dr. Dai Yen Chang of Honolulu, who joined other Northwestern dental classmates at the 50th 


reunion luncheon in Chicago. 


This was Dr. Beatty's first return trip to the United States since his 1911 departure to begin dental 
practice. In 1908 he traveled 28 days by ship and train to reach Chicago and begin professional 
training. In 1961 the jet-hopping voyage consumed just 28 hours. 
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A bedside screening examination is conducted in a hospital by a dentist and a dental assistant. 


fer Oral Health: 


The victim of the midnight automobile accident 
was wheeled into the operating room of the small 
country hospital. 

A nurse wiped the blood away from the man’s 
face. His upper jaw on the left side was fractured in- 
volving the sinus region. Both the upper and 
lower rim of the socket of the left eye had suffered a 
displaced fracture. 

The case conceivably could have required the 
services of a team of specialists—a dentist to wire the 
jaw; an otolaryngologist (ear, nose and throat) to 
repair the sinus; and an ophthalomologist (eye) to 
take care of the eye socket. 

But since the victim was taken to a small country 
hospital, the team consisted of a general surgeon and 
adentist qualified to treat fractures. The necessary 
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(Photo by Authenticated News) 


HOSPITAL DENTAL SERVICE 


surgery was performed with the aid of an anesthesi- 
ologist. The results were excellent, and recovery was 
rapid and complete. 

This is a dramatic example of the kind of dental 
service dentists are giving in hospitals today. Den- 
tistry is joining medicine, surgery, psychiatry, and 
other health specialties in the modern American 
hospital to serve in professional and administrative 
capacities. Approximately one-third of the nation’s 
7,000 hospitals now have dental departments. Such 
dental staffs range in size from one dentist, providing 
limited dental care, to 40 dentists, providing com- 
plete dental service. 

Hospital patients should not be deprived of the 
specialized knowledge of all aspects of oral health 
which the dentist alone possesses. Coming is the day 
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when full dental care will be as easily available in 
hospitals as complete medical care and general sur- 
gery, for more and more people are beginning to 
realize that total health care is impossible without 
dental care. This is especially so in regard to the 
aged, for whom dental services are particularly im- 
portant. It is also especially necessary in the case of 
handicapped persons with physical and nervous 
problems that make dental care impossible without 
general anesthesia and other services and facilities 
available only in a hospital. Also, hospital dental 
services are often required for difficult child patients 
and adults who require extensive mouth surgery. In 
such cases, patients can be better treated in a hospital 
setting because of the availability of necessary medi- 
cal tests, nursing care, and other postoperative facili- 
ties. 

The dentist has many roles to play in the hospital 
if that institution is truly to become a well-rounded 
health center and if the community is to receive the 
full benefit of the special training, knowledge, and 
experience of the dentist. Here are four important 
jobs that only the dentist is qualified to do in a hos- 
pital: 

1. To provide the dental services that can be given 
only, or can be given best, in a hospital. 

2. To contribute -his special knowledge, experi- 
ence, and skill to conserve, promote, or restore the 
total health of the hospital patient. 

3. To pursue dental research in the hospital in 
the same way that medical research is conducted, 
and for the same purpose—to improve the effective- 
ness of health measures by extending the knowledge 
of health practitioners. 

4. To widen and deepen the experience and 
knowledge of dentists, dental interns, and dental 
residents through staff and allied activities in hospi- 
tals. 

Take the first role: 

The hospital setting is ideal for handling compli- 
cated fractures of the jaw, dislocations, removing 
foreign bodies of dental origin from the sinus and 
treating infections of the soft tissues of the mouth, 
and other conditions. If the patient has an infection 
that is aggravated by another general body condi- 
tion, routine laboratory examinations and medical 
consultations will benefit him by identifying that 
other problem and bringing it under treatment as 
well. 

One authority explains: “Through the procedure 
of packing off the throat, unhurried and careful sur- 
gery in the mouth—with minimum damage to tissue 
and maximum protection of it—has become a stand- 
ard of oral surgical care. The fine supportive post- 
operative care, routine in the hospital, ensures well 
controlled medication and good nursing care, mini- 
mizes surgical shock and hastens the patient's re- 


covery. With the benefits of the hospital regimen 
and the support of antibiotic therapy, the patient 
requiring extensive oral surgery may have the treat. 
ment completed in one episode rather than in stages, 
This type of service is extremely beneficial to the pa. 


Oral surgery with general om 


tient requiring multiple extraction of teeth and the 
preparation of the ridges of the mouth for artificial 
dentures.” 

Dentists can, and do, use hospital facilities on an 
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outpatient basis, as well. Patients that a dentist can- 
not treat as effectively as he wishes in his office can 
often be managed more efficiently in the hospital, 
especially where the dental care is complicated and 
prolonged and involves the use of general anesthesia. 
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Pspital, Fayetteville, Arkansas. (Photo by Authenticated News) 


Of course, most dental operations can and should 
be done in the dentist’s office. The modern dentist 
has all the equipment, instruments, facilities, and 
auxiliary assistance he requires for performing the 
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best dentistry available. But there are cases and con- 
ditions that do indicate the use of the hospital, and 
as more hospital authorities, board members, physi- 
cians, dentists, and patients realize this, more and 
more hospitals are making their facilities available 
to dentists. For their part, dentists are taking full 
advantage of such opportunities on behalf of their 
patients whose conditions require such institutional 
settings for the best health results. 

The kinds and extent of dental services provided 
for hospital patients vary with the size of the hospi- 
tal, the kind of hospital, and the availability of den- 
tal skills in the community. For example, in hospi- 
tals for crippled children, or in institutions for per- 
sons suffering from tuberculosis or mental illness, a 
more comprehensive dental program is necessary be- 
cause of the long-term aspect of such hospitalization 
—the inability or impracticability of such persons’ 
visiting dentists’ offices for needed care. 

In accordance with local needs, and available den- 
tal specialists and facilities, the American Dental As- 
sociation says the following kinds of dental services 
should be made available in hospitals: 

Dentistry for Children: In hospitals where chil- 
dren are hospitalized for an extended period of time, 
as in hospitals for crippled children and in hospitals 
for children suffering from chronic diseases, a pedo- 
dontic service (dentistry for children) is highly de- 
sirable. Consultation and treatment in orthodontics 
(correction of crooked and otherwise malformed 
teeth) should be available also. 

Restorative Dentistry: In certain hospitals, such 
as those for patients suffering from tuberculosis and 
mental diseases, a restorative dental service (artificial 
dentures, crown and bridge) is needed. 

Periodontics: In all hospitals, it is desirable that 
patients have consultation and treatment available 
from a dentist qualified in the field of periodontics 
(disorders of the gums; Vincent's disease) . 

Dental X-rays: In all hospitals there should be 
good facilities for dental x-rays. 

Oral Surgery: In all hospitals there should be ade- 
quate facilities for oral surgical diagnosis and treat- 
ment. The scope of oral surgery should include the 
diagnosis, surgical, and allied treatment of the dis- 
eases, injuries, and defects of the human jaws and 
associated structures. An adequate medical survey, 
including physical examination, blood count, and 
so forth should be made for each patient before oral 
surgery, and consultations with other specialists 
should be held in complicated cases where such con- 
sultation is needed. 

Oral Pathology: In hospitals where it is practical, 
an oral pathologist (specialist in diseases, especially 
in examination of diseased tissue) should be avail- 
able to the dental service because of the specialized 
nature of the tissues of the mouth. 
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Using portable dental equipment in providing care to the 
bedfast in the Public Health Service study of the chronically 
ill and aged in Kansas City. (Photo by Public Health Service) 


Oral Hygiene: In all hospitals there should be an 
oral hygiene program whereby practical measures 
of mouth cleanliness should be an item of routine 
nursing. The volunteer and nurses aid programs in 
hospitals could bring to the patient an effective pro- 
gram of oral hygiene. 

To consider now the second important part that 
a dentist can play in the hospital, the role of spe- 
cialist: 

Hospitals, if they are to be genuine community 
health centers, require the professional contribu- 
tions that only dentists are able to make, just as hos- 
pitals require the special knowledge and skills of 
general medical practitioners, general surgeons, psy- 
chiatrists, and other specialists. For example: 

Many general body diseases and conditions can be 
detected through symptoms that appear in the 
mouth (diabetes, anemias, cancerous growths and 
other conditions). Dentists are specialists in this 
area of the human body and are expert in the art of 
oral diagnosis. Thus they can carry out an indispen- 
sable role in the diagnostic service of the hospital by 
participating in a complete physical survey of the 
hospital patient. Without an adequate oral exam- 
ination, such a survey would be incomplete. 

Of course, in cases where an oral condition is the 
primary cause of hospitalization, the importance of 
the dentist is obvious. 

The dentists should act in an advisory capacity on 
all problems related to the dental health of the 
patient. 

The third role of the dentist in the hospital — 
research: 

In larger hospitals throughout the nation a variety 
of important dental research projects are under way. 
Some of them concern the following conditions: 

Birth malformations such as cleft lip and palate. 
The hospital offers an opportunity to study newborn 
babies with these and allied imperfections, and to 
identify prenatal facts with such birth detects. Hope- 
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fully, such information could lead to prevention of 
these conditions or a reduction in their occurrence. 

Causes of diseases of the gums, the greatest single 
factor in tooth loss in adults over 35 years of age. 

The effects of nutritional factors on dental health, 

The reactions of the body to drugs used in den. 
tistry. 

Cancer detection, hereditary conditions that show 
symptoms in the mouth, and many other conditions 
urgently require research. 

Finally, there is still another role of the dentist in 
the hospital—professional training. The hospital 
traditionally serves as the continuing educational 
center for interns and residents. Many such educa- 
tional training programs are now being carried out 
in the dental field. The well--developed department 
of dentistry in the hospital ought to be a teaching 
center for dental students, as it is for medical stu- 
dents. Through such a department, the dentist is 
able to perform more dentistry to a rapidly expand 
ing population that is using hospitals at an increas. 
ing rate. The dental department can also provide 
graduate nurses with the necessary instruction in 
dental health training that they should have. Such 
training would be beneficial to nursing, medicine, 
dentistry, the hospital, and the public. If the depart- 
ment of dentistry is used as a center of continuing 
education in hospital practice for the junior staff 
members, the younger practitioners will become 
more skillful and experienced, and thus more valu- 
able in serving the dental needs of the community. 

It will not be too long before the great majority 
of the nation’s hospitals will routinely provide den- 
tal services as they now provide medical services and 
general surgical services. When that day comes, the 
general hospital may indeed become a health center 
that fully serves the total health needs of the com- 
munity. 

Editor’s Note: This article is based primarily on material 

provided by the American Dental Association, a debt 
which TIC gratefully acknowledges. 


A patient undergoing prosthetic treatment in the dental 
service department of a hospital. 
(Photo by Authenticated News) 
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(Continued from Page 6) DISORDERS OF THE TEMPOROMANDIBULAR JOINT 


Thomson found that mandibular joint pain was 
manifested by one or more of six symptoms. A dull 
ache was one of the most common complaints. It was 
usually unilateral, came and went without known 
cause and lasted one to two hours. 

Other symptoms included limitation of opening 
and stiffness in the jaw on awakening. Also noted 
was pain to finger pressure over the condylar regions 
(in 63 percent of the cases) when the teeth were in 
occlusion. 

In the pain series, correction of defects in occlusal 
relations were successful in relieving pain in most 
patients. Many believe this indicates that mandibu- 
lar joint pain is caused by these occlusal defects. 

However, in this study, displacement of the man- 
dible on closure, tooth-grinding habits, and lack of 
posterior support had a similar incidence in a con- 
trol group (without mandibular joint pain) . 

It appears that occlusal defects are not the main 
causative factors in temporomandibular joint pain. 
Study of the symptoms suggest that the initial lesion 
is irritation of the tissues directly, related to the 
joint, which may be followed by spasm of the tem- 
poralis and lateral pterygoid muscles. 

A different approach is taken by Dr. Frank M. 
Kyes, who corrected the occlusion of 20 patients with 
disturbances of the temporomandibular joint. In 24 
to 48 hours they received complete relief. 

His procedure for the analysis and correction of 
traumatic occlusion utilizes a check bite made of 
white alginate; interfering cusps are located by a 
study of the perforations in the impression material. 

This clinician’s observations tend to confirm the 
opinion of many dentists and orthopedic surgeons 
that occlusion of the teeth is thé most common etio- 
logical factor in mandibular joint disorders. Because 
of the unusually consistent benefits derived from the 
use of alginate check bites, the indication is that 
most joint disorders result from occlusal dishar- 
monies transmitting torque to the joint or from jolts 
and jars to the muscles of mastication. 

Dr. Kyes feels that in view of the uniformly good 
results obtained by this conservative method, the 
frequent initial need for such drastic measures as 
injection of escharotics or hydrocortisone into the 
joints, injection of procaine into muscles, immobili- 
zation of the mandible with wiring or elastics, and 
construction of extensive occlusal rehabilitations or 
splints might well be questioned. Obviously, all have 
occasional value. 

The author points out that failure to correct most 
joint disorders through occlusal corrections stems 
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from failure of the technic used rather than the pro- 
cedure itself. 

He claims that occlusal correction will cause ces- 
sation of pain, trismus, and swelling in all but a 
small fraction of the type of patients under discus- 
sion. He suggests that wax bites, articulating paper 
and mounted models are not sufficiently delicate to 
make the desired registrations, and much benefit 
would be derived from a general acceptance of the 
alginate check-bite method. 

By way of illustration, Dr. Kyes presents a man- 
dibular view of the alginate check bite, showing per- 
foration of the distal aspect of a lower right second 
molar, caused by an overerupted, unopposed upper 
third molar. This occlusal defect is a common cause 
of anterior displacement, with, among other seque- 
lae, frequent traumatic effects on the supporting 
tissues of anterior teeth, which are pounded in for- 
ward thrust. 

A novel viewpoint is introduced by Dr. John 
Campbell, who discusses the various types of tem- 
poromandibular joint disturbances and suggests the 
adaptation of general orthopedic procedures (trac- 
tion) for their treatment. 

He warns against routine therapy which fails to 
recognize the variety of causes. A thorough diagno- 
sis is essential before treatment is planned, admon- 
ishes Dr. Campbell. 

He describes the use of a resilient splint for plac- 
ing the joint under traction and extending the tem- 
poromandibular space. 

One splint with a flat occluding surface can be 
worn separately in the first stages of traction. When 
the muscles have relaxed somewhat, both can be 
utilized. 

Wearing the splints will usually relieve the patient 
of pain and restore normal conditions within the 
joints. It is Dr. Campbell’s opinion that the pains 
are essentially caused by compressed menisci, 
pinched synovia, stretched ligaments, and disturbed 
muscle function. 

Above all, the author expresses the opinion that 
the dental profession has paid unnecessary attention 
to the fine detail of “function occlusion” in treating 
temporomandibular joint disease, while overlooking 
the accumulated experience of the general ortho- 
pedist. 

Yet, according to Merck’s Manual, faulty occlusion 
may be a contributing factor in rheumatoid, degen- 
erative, or traumatic arthritis of this often trouble- 
some joint. 

It states that marked limitation of motion and 


severe pain are common complaints, and that uni- 
lateral limitation of mandibular movement is fre- 
quent, whereas bilateral involvement is commonly 
rare. 

It also records that since the temporomandibular 
joint is divided into an upper and lower chamber, 
movement of the mandible may be limited in lateral 
excursion because of inflammation in the upper 
chamber and, in vertical excursion, because of in- 
flammation in the lower chamber. 

This is of the utmost 
concern to the dentist be- 
cause reduced vertical 
opening of the jaws may 
interfere with chewing, 
may prevent the prepara- 
tion of cavities and inser- 
tion of restorations be- 
cause of inaccessibility to 
dental instruments, and 
may prevent the con- 
struction of artificial 
dentures because of ina- 
bility to take impres- 
sions. 

The anti-inflammatory 
therapy recommended . 
by Merck is the intra- 
articular injection of 0.5 
to 1.0 cc. hydrocortisone. 
Improvement generally 
follows. Should prema- 
ture contact exist, then 
the teeth must be ground 
to produce a balanced oc- 
clusion. 

“In the more severe 
cases of rheumatoid or osteoarthritis,” suggests 
Merck, “hydrocortisone injections may have to be 
repeated at intervals varying from several weeks to 
several months. Occasionally, however, a second in- 
jection is not necessary for 12 to 18 months.” 

In Dr. Niels Brill we find another champion of 
balanced occlusion as a prophylactic measure against 
joint disorders. He says that especially with new 
dentures deflective occlusal contacts will cause major 
and constant displacements and will prove damaging 
for several reasons: chronic inflammatory reactions 
may occur in the denture foundations; the mucous 
membrane may become the seat of local lesions, de- 
cubital ulcers, and so forth, causing inconvenience 
or actual pain to the patient. 

More or less subconsciously, he will try to adapt 
his movement pattern so as to avoid pain. As a re- 
sult, the muscles may be compelled to function in 
a way not compatible with the natural activity of 
the movement pattern. 


Such a disturbance of functional harmony in the 
masticatory mechanism may, in time, lead to patho. 
logic changes of muscles, tendons, joints, and adjac- 
ent tissues, giving rise to symptoms of pain. 

In this respect, it might be added that by far most 
cases of temporomandibular joint disorders are quite 
similar to those which might occur in other joints of 
the body. 

In conclusion, some pertinent observations from 
the experts are in order: Dr. Freese states that radiog. 
raphy of the mandibular 
joint presents a difficult 
and almost unique prob- 
lem because anatomic 
considerations make it 
difficult to visualize. Of 
the five technics used, 
lateral roentgenography 
is the most widely at. 
tempted and the best all- 
round method, says Dr. 
Freese. 

Patients with temporo- 
mandibular joint pain 
should have a definite 
pattern of examination 
to reveal the diagnosis, 
contends this authority. 
He usually proceeds in 
the following manner: 
1. A sympathetic, un- 

hurried conversation 

gives a picture of the 
total human being to 
be treated. 

2. An external examina- 
tion of the joint re- 

veals tenderness or swelling. 

3. The little finger is placed in the external auditory 
meatus while the patient opens and closes the jaw 
to reveal the degree of movement of the condyles. 

4. A stethoscopic examination of both joints reveals 
joint sounds. 

5. The mandible is checked in opening and closing 
movements to reveal dysfunction in either degree 
of opening or lateral deviation. 

6. The skeletal muscles of the head and neck are 
examined for myofascial trigger areas, muscle 
spasms, or both. 

7. Roentgenograms are made of the joints. 


As for Dr. Shore, besides being an advocate of oc- 
clusal equilibration, he prescribes muscle exercise 
to prevent clicking in the temporomandibular 
joint. 

He maintains that when the upper and lower parts 
of the external pterygoid muscle move incoordi- 
nately, the condyle does not remain in its normal 
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place in the center of the disc, but rides on its thick- 
ened outer edge. When the jaw opens fully, the disc 
snaps into place, producing the loud click that is felt 
and heard. If this clicking is allowed to persist, mus- 
de spasm, limitation of motion, and pain often re- 
sult says Dr. Shore. 

Consequently, he has devised a muscle exercise de- 
signed to bring into play an additional set of mus- 
des that aid the improperly functioning joint by re- 
truding the jaw. 

This group of muscles 
(uprahyoid), located 
under the chin, can be 
flexed or contracted in 
the same manner as the 
arm muscles. When the 
suprahyoid muscles are 
flexed without any ac- 
companying movement 
of the jaw, the latter is 
pulled back or retruded. 

Dr Shore advises that 
the exercise should be 
performed with the 
mouth closed and the 
teeth touching lightly, 
while observing the ac- 
tual contractions in a 
mirror. He suggests that 
it is essential not to move 
the jaw or teeth during 
this exercise, which 
should be repeated for 
three minutes every hour. 

Day by day, the extent 
of the mouth opening is 
gradually increased, al- 
ways with the jaw retruded—until the mouth can be 
opened wide—and always with the suprahyoid mus- 
cles contracted. Repeated practice will eliminate the 
click, promises Dr. Shore. 


Here are the conclusions reached by Dr. Travell: 


1. When the spasm of skeletal muscle develops as 
the result of diverse stresses, it is likely to outlast 
the precipitating causes. 

2. Stress disorders of the muscles of mastication may 
simulate organic disease of the mandibular ar- 
ticulation. 

3. Trigger areas in the masticatory and certain neck 
muscles refer pain to the temporomandibular 
joint, teeth, gums, face, and cranium, according 
to specific patterns; and also give rise to specific 
nonpainful concomitants such as localized sweat- 
ing, lacrimation, coryza, salivation, dizziness, and 
tinnitus. 

4. The patterns of referred myofascial pain and 
their autonomic concomitants, like referred vis- 
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ceral pain, can be used in reverse to trace the 
pain to its source. 

5. Therapeutic procedures should be directed to 
myofascial trigger areas rather than to reference 
zones where pain is felt. 

6. Healthy teeth that serve as reference zones for 
trigger areas are rendered hypersensitive to ordi- 
nary pressure, heat, and cold, and are, as well, 
painful in the absence of these external stimuli. 

7. The aperture between the incisor teeth in adults 

of average stature 
and without spasm 
of the masticatory 
muscles measures at 
least 5.0 cm. for men, 
and 4.5 cm. for wo- 
men. 

8. Latent spasm of the 
masticatory muscles 
predisposes to acute 
trismus and _ facial 
pain when pro- 
longed over-stretch- 
ing of the jaw mus- 
cles occurs during 
difficult dental pro- 
cedures. 

9. The jaw aperture 
should be measured 
as a routine part of 
dental examination. 

10. Procaine infiltration 

of myofascial trigger 

areas and/or applica- 

tion of a vapocoolant 

spray with gentle 

stretching of the 
muscles in spasm offers an effective method for 
terminating pathophysiologic stress disorders of 
the skeletal muscles, provided that steps are 
taken to correct any reactivating stress such as 
strain due to malocclusion, focal infection, meta- 
bolic and nutritional deficiencies, and contribu- 
tory psychogenic tension. 


It is only fitting to conclude this article with Dr. 
Schwartz, whose book is undoubtedly the most com- 
prehensive study of temporomandibular joint dis- 
orders that has appeared in the medical and dental 
literature. 


He proposes the term “pain-dysfunction §syn- 
drome” as a more accurate description of the prob- 
lem, since pain and dysfunction are the common 
complaints of patients coming under his manage- 
ment. He emphasizes that there are undoubtedly 
multiple etiological factors producing the syndrome 
and that no one condition can be pointed to as the 
causative agent. 
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Dr. Schwartz further dwells on the need for con- 
sidering patients as a whole and the necessity of call- 
ing on other specialists in medicine and dentistry to 
assist in the mobilization of all available information 
before arriving at a diagnosis and embarking on a 
therapeutic program. 

Hence, leaders in both professions have been called 
upon to cover certain aspects of the overall problem. 

Specialists in the medical fields of surgery, neurol- 
ogy, radiology, psychiatry, internal medicine, anes- 
thesiology, otolarynology, and physical medicine 
have contributed chapters, as have his colleagues in 
the various specialties of dentistry. 

Perhaps its outstanding feature is the team ap- 
proach and the emphasis on the importance of ap- 
proaching the problem as one involving a complex 
mechanism known as a human being rather than 
considering it as an isolated, local entity. 

With such ardent, energetic, and erudite sleuths 
as Drs. Freese, Schwartz, Shore, and Travell on the 
trail, the case of the enigmatic temporomandibular 
joint should be solved very soon. 


1358 46th Street 
Brooklyn 19, N.Y. 
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Aerial view of the Loma Linda campus of the College of Medical Evangelists that has become the graduate center of Loma Linda University. 
The large complex of buildings in the center, to the left of the water tower, is the Loma Linda Sanitarium and Hospital. The School of Den- 


tistry is in the lower left of the picture. 


The College of Medical Evangelists became 
Loma Linda University on July 1. First classes under 
the new University will begin in September. 

Joining the medical education center at the grad- 
uate level to form a single school of graduate studies 
were two California liberal arts colleges, La Sierra 
College, in Arlington, and Pacific Union College, 
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LOMA LINDA UNIVERSITY 


College of Medical Evangelists, La Sierra College, and Pacific 
Union College form a single school of graduate studies 


in Angwin. A triangular relationship will exist 
among the three associated colleges within the Uni- 
versity structure. 

Baccalaureate degrees will continue to be granted 
by the two undergraduate colleges under their pres- 
ent names, which they will retain. All graduate 
work on all campuses of the associated colleges will 
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be through the School of Graduate Studies of the 
University, and will be under the direction of the 
Dean of the School, Thomas A. Little, Ph.D. All 
graduate degrees will bear the name of the Univer- 
sity. 

The faculty of the School of Graduate Studies of 
the College of Medical Evangelists will continue to 
serve in the University School. In addition, faculty 
members in the other associated colleges having es- 
sential academic qualifications and with responsi- 
bilities in graduate programs will be appointed to 
the graduate faculty by the trustees of the University. 

For many years the College of Medical Evangelists 
has operated professional schools and curriculums 
in the health sciences on both its Loma Linda and 
Los Angeles campuses, and in recent years rapid ex- 
pansion has taken place in the School of Graduate 
Studies. Each of the other associating colleges has 
its own graduate program, administered independ- 
ently. All of these will be included in the University 
structure. 

The three participating colleges are all owned and 
operated by the Seventh-day Adventist Church, and 
will continue to be so under terms of the University 
agreement. 

“We have no intention of discarding any part of 


Thomas A. Little, Ph. D., dean-elect of the 
School of Graduate Studies at Loma Linda. 
(Photo by Authenticated News) 


our heritage of Christian education,” asserted Pres 
ident G. T. Anderson, “but at the same time we hope, 
by combining our efforts and resources at the gradu. 
ate level, to provide in selected areas work of real 
academic merit.” 

Each of the associating colleges has an attendance 
of about 1,000 students. 


The School of Dentistry on the Loma Linda campus of the College of Medical Evangelists. 


(Photo by Authenticated News) 
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Give Purity to 
TICONIUM Partials 


You can’t tell a good partial by its 
looks because most look alike. Ti- 
conium is different! For instance, to 
provide purity, every Ticonium par- 
tial is cast with a virgin ingot — no 
scrap is remelted. Your Ticonium 
franchised laboratory can provide 
you with a Ticonium cast partial. 
Specify Ticonium on your next case. 
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